situation, as they physically occupy the oral cavity making glottic visualisation and endotracheal intubation difficult. [3] Various techniques are available to secure the airway in such situation, like the fibreoptic bronchoscopy (FOB) where intubation is performed under local anaesthesia and is the technique of choice for the management of the anticipated difficult intubation and mask ventilation. [4] Intubation can be achieved with newer techniques like right molar approach of intubation when FOB is not available. Here, we applied the same to intubate avoiding injury to the uvula and with the help of Boyle-Davis mouth gag, it was fixed in the midline providing space to surgeon and aid in tube fixation as well.
To conclude, lymphomas should be considered in the differential diagnosis of uvular enlargement apart from other causes and right molar approach with Boyle-Davis mouth gag for tube fixation is a possible option for difficult intubation. A patient with acute abducens nerve palsy for lower segment caesarean section
Sir,
A full term 32-year-old parturient with Gradenigo's syndrome was scheduled for a lower segment caesarean section (LSCS). She had isolated left abducens nerve (AN) palsy due to apical petrositis diagnosed on magnetic resonance imaging.
She had complaints of severe headache on and off associated with vomiting for 7 days and diplopia involving left eye for 4 days. She was haemodynamically stable and pregnancy induced hypertension was ruled out. She was on systemic antibiotics and acetaminophen 650 mg 8 th hourly and had received counselling about the disease. Elective LSCS was planned as it was precious pregnancy for the couple. On preanaesthesia check-up, she was found to have no other systemic illness and no contraindication for regional anaesthesia. Her coagulation parameters were normal. Her routine investigations (complete blood picture, urea, creatinine, and serum electrolytes) were within the normal limits. Surgery was completed under general anaesthesia with Sellick's manoeuvre, using thiopentone, succinylcholine, and oxygen, nitrous oxide, fentanyl, and vecuronium maintenance on controlled ventilation. She improved clinically after 5 weeks.
Gradenigo's syndrome comprises a triad of suppurative otitis media, pain along distribution of trigeminal nerve and AN palsy. The causes are apical petrosis due to suppurative otitis media and extradural inflammation at petrous apex involving trigeminal ganglion and AN. If untreated, it can lead to meningitis, intracranial abscess, prevertebral/parapharyngeal abscess, spread to sympathetic plexus and involve IX, X, XI cranial nerves (CNs) (Vernett's syndrome). [1] All CNs, with the exception of I, IX, X can be affected following dural puncture. VI CN palsy is more common owing to its long intracranial course, which leads to traction and stretching of the nerve due to cerebrospinal fluid loss. Cain et al. conducted a systematic literature review of AN palsy due to dural puncture and found that there were 28 patients with temporary and permanent AN palsy (a total of 17 case reports and 5 case series). [2] The procedures, which Lithotripsy under low dose spinal anaesthesia with dexmedetomidine in a patient with hypertrophic obstructive cardiomyopathy Sir,
A 48 year old obese male patient was scheduled to undergo ureteroscopic lithotripsy for ureteric calculus. On routine evaluation, chest X-ray was suggestive of cardiac enlargement and electrocardiogram (ECG) showed left ventricular hypertrophy (LVH) with strain pattern with prominent T wave inversions [ Figure 1 ]. Echocardiography revealed normal systolic left ventricular function with ejection fraction 60%, interventricular septum (IVS) of 2.8 cm (asymmetric septal hypertrophy), left ventricular posterior wall thickness of 1.4 cm and aortic jet velocity of 15 m/ secs with LVH. Systolic anterior motion of mitral valve leaflet was present, but there was no gradient across the left ventricular outflow tract (LVOT). Patient was receiving tablet telmisartan 80 mg daily. His vitals included a pulse rate of 72/min and arterial blood pressure (BP) of 120/85 mmHg. Haematological investigations were within the normal limits. High risk informed consent was obtained. Pre-operatively patient was infused with 1 L of ringer lactate solution before shifting to operation theatre over a period of 30 min. In
